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STUDENTS BELONG TO BUMC 
by Alan S. Peterson BUSM IV 
Student Activism has for some 
time been a part of life in American 
universities on the undergraduate 
level. Yet in many medical schools it 
has been scorned as radical, 
non-contributory, immature 
behavior. But why should medical 
students deny themselves a voice in 
the decision making processes of 
their institutions? In fact, it would be 
irresponsible behavior if they did not 
participate in these decisions. 
Activism has grown in medical as well 
as undergraduate school, albeit more 
slowly in the former 
As a matter of fact, the students 
of Boston University School of 
Medicine are very much in the 
forefront of decision making. This is 
the case because the students have a 
self-interest in their own education as 
well as a concern to make BUSM one 
of the most pregressive, academic 
teaching institutions of medicine in 
the country . As the student 
representatives have displayed their 
maturity and responsibility on 
medical school committees, faculty 
have asked for more student 
participation. The students are now 
full voting members on some twenty 
ad hoc and standing committees in 
the BUMC. We must be doing 
something right. 
At the presen time, the role of 
student involvement has reached a 
critical point. SCOMSA has drafted a 
new constitution and the BUSM 
by-laws are being amended to 
accommodate. The establishment of 
the right of students to take part in 
the functioning of the school they 
belong to rests on the approval of 
these documents by the Executive 
Committee of BUMC . 
How did it all begin? About six 
years ago students here dissolved the 
"President-Vice President" system of 
student council to develop SCOMSA, 
the Student Committee on Medical 
School Affairs. This was to be the 
student forum for discussing, 
proposing, and voting on matters of 
importance in their everyday student 
life. A constitution was written and 
ratified by the student body. For two 
n earc e 
Ideal Curriculum 
By Libby Anderson BUSM IV 
Last May, Dr. Friedman asked 
four groups to consider possible new 
medical curricula. Three of the 
groups were to develop ideal or 
optimal curricula; the fourth was to 
devise a scheme for evaluation of 
such a curriculum. They met 
separately, then together on 
September 27 to discuss their 
proposals. After hearing preliminary 
reports, Dr. Friedman suggested that 
members of each group, the B.U. 
liberal arts faculty, medical school 
faculty, students, and evaluation 
group would meet later to consider 
changes for the fall of 1972. 
Though the consensus of the 
meeting was that medical education 
might be shortened, the students' 
working paper on an ideal curriculum 
emphasized flexibility to the end, not 
only of a greater quantity of doctors, 
but also a better qualified group of 
doctors. Their idea was that the 
sequence and depth o, material 
studied might vary according to 
individual background, ability, and 
goals. A student would assume some 
role of responsibility in choosing his 
courses with the guidance of advisor 
teams like those at Stanford Medical 
School composed of faculty and 
more advanced students. For 
example, he might choose to take 
more clinical material in conjunction 
with or prior to his basic science. The 
material itself would be divided into 
"modules" of varying length and 
depth. Whereas one student might 
wan1 to exempt a basic courie in 
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order to take a more advanced one, 
another student might want to 
participate in the basic course with 
students from other health sciences. 
It would be "acceptable" to take 
time for research, liberal arts studies, 
or chi Id -rearing act1v1t1es. One 
student might spend a long time on 
one body of material whereas 
another might accelerate through it. 
Specific suggestions were made to 
change attitudes, evaluation, and the 
role of the humanities in a medical 
education between high school and a 
postgraduate training program, but 
student committee members are 
hoping for suggestions, comments, 
and suggestions from all quarters. 
Although designing an "ideal" 
curriculum, they felt that with 
adequate resources, careful planning, 
and evaluation, important changes 
could be achieved . 
Members of the four committees 
were as follows: The College of 
Liberal Arts and Medical School 
Committee: Dr.'s M. Wartofsky, 
Chairman; 0. Shepro; I.Gendzier;W. 
Ullrick; and L. Williams. The 
Evaluation Committee: Dr. E. 
Pelikan, Chairman; Dr.'s H. Kayne; J. 
Weisbuck; and R. Leach. The Student 
Committee: M. Feinberg, Chairman; 
L. Anderson; R. Grant; A. 
Rothschild; and M. Shamplain. 
Comments, questions or 
suggestions should be left in the 
mailboxes of any of the members of 
the Student Committee. 






years it functioned as a legal voice of 
student government. 
However, the original proposal for 
SCOMSA stated that this 
organization would be instituted 
initially on a two-year basis with 
reconsideration and hopefully 
renewal of the system at that time. 
The student organization flourished, 
and indeed, became so much a part 
of the medical school that no one 
remembered that it was to be 
reconsidered at the end of the two 
year trial period. Last year it was 
most embarrassing when one of the 
faculty asked by what right students 
sat on all these committees with all 
their responsibilities and privileges. 
Officially, SCOMSA had no rights and 
did not exist. 
The issue of "reinstituting" 
SCOMSA first came up for discussion 
when the Executive Committee of 
the faculty began discussing 
SCOMSA's constitution and what 
changes in the BUSM by-laws would 
be necessitated by the official 
existence of SCOMSA. The job of 
reexamining the by~aws and 
recommending appropriate changes 
was delegated to an ad hoc 
committee of three, chaired by Dr. E. 
Pelikan, and with members Dr. S. 
Robbins and Dr. M.Freed. 
In order to rectify the situation of 
it. n ii:is nee, SCOMSA ba{iolr. to 
compose ii new cbl'lstltutton. Many 
hours have been spent over the last 
two years discussing principles and 
their practice Most of its 
proceedings have been overshadowed 
by the issue: what are the 
responsibilities and privileges of a 
student government? 
The position of student 
representation on medical school 
committees has been at the forefront 
of discussion. At the top of the list of 
questions concerning this position is 
how students should . be chosen to 
serve on these committees. The 
facu I ty chooses its ~mmittee 
members by a committee on 
committees. Their nominations are 
then subject to the approval of the 
Dean and the executive committee. 
The procedure now practiced by 
students for nomination to the same 
faculty committees is more complex. 
The openings available to a student 
for a committee position are first 
advertised in the SCOMSA 
newsletter. They are also posted on 
the bulletin board of each class. The 
nominee then appears before the 
student coordination committee or 
student "committee on committees". 
The student committee on 
committees is composed of one 
SCOMSA member from each of the 
four classes, one graduate student, 
and the Vice-Chairman of SCOMSA, 
acting as chairman of the student 
committee on committees. 
It is the job of this committee on 
committees to hear the nominee (a 
member of the general student body) 
and his wishes for becoming a 
member of the committee in 
question. Some stipulations are made 
by the faculty concerning which class 
of medical school the nominee of a 
certain committee must be a part. 
The student is then nominated who is 
thought best by the committee on 
committees to fulfill the 
qualifications necessary to act 
responsibly on the committee in 
Q--":::=n. If ha is f~Nlly llOl'llilWlted 
by SCOMSA, h'ls name goes to the 
Dean for formal acceptance or 
rejection. If accepted by the Dean, 
his name is forwarded to the faculty 
committee on committees for final 
authorization. 
This traditional approach to 
student nominations at BUSM has 
worked well in the past six years. 
However, last year a student 
committee member caused some 
concern on his committee, the details 
of which are not relevant to our 
discu~ion. But let it be made clear 
that the general body of SCOMSA 
was not officially informed of 
committP.e disapproval until the 
Med Ed And 
Uncle Sam 
by Dan Dress BUSM II 
In a recent address, Dr. Ephraim 
Friedman voiced concern over "the 
prospect of the Federal government 
monopolizing the funding of medical 
education". 
The Dean's remarks took place at 
the October 14 BUMC educational 
Luncheon, held at the Parker House, 
and attended by alumni, students' 
parents, and others interested in the 
growth of the Medical Center. 
Dr. Friedman's concern is based, 
at least in part, upon the poor record 
in the health care system, which the 
Federal government has so far 
manifested. "Unless we cultivate 
alternate sources of funding, 
particularly from the private sector," 
the Dean noted, "I am concerned 
that the Federal dangling of new 
monies (and few medical schools can 
resist the lure) will cause us to be 
engaged in activities for which we are 
ill-f>repared and will find us making 
long-term commitments in piecemeal, 
rather than reasoned fashion." 
In addition, Dean Friedman 
maintained that the medical school, 
in making its curriculum changes, 
should be free to set its own trends, 
and not have to answer to the whims 
of a limiting bureaucracy. However, 
private funding is necessary to make 
this possible. 
In discussing the curriculum 
review, which is currently taking 
place, the Dean mentioned some of 
the revisions under consideration. 
Although a goal is to shorten the 
period of formal medical education, 
maintaining and improving the 
quality of the physician is 
paramount. Thus, there is a 
significant number of new subjects 
which should be added to the 
curriculum---for example, legal 
medicine, drug addiction, and health 
care delivery systems. Restructuring 
of ti me allotments is necessary to 
allow sufficient time for clinical 
training. Dr. Friedman pointed out 
there is currectly investigation into 
the possibility of "correcting the 
a ritficial separation of the life 
sciences and the social sciences which 
tends to dehumanize medicine and to 
isolate the profession from the 
cultural and social content in which 
it is practiced". 
Dean Friedman listed as perhaps 
most important of the consequences 
of the curriculum changes under 
problem was past. This student 
representative had gone through the 
selection scheme outlined above and 
had been accepted by the chairman 
of the committee involved. The 
faculty and administration made 
known their embarassment that such 
cases should arise, though this was 
the only case with over two hundred 
student participants in faculty 
committees over the last six years. 
Dean Friedman proposed that for 
each position available on a facultV 
committee, two students be 
nominated to him by SCOMSA. This 
was necessitated, he felt, by the fact 
that peers do not always know all 
there is about one another, i.e. poor 
academic standing, etc. After much 
discussion, it was decided that 
SCOMSA would unofficially disclose 
nominations to the Dean before 
students had been made aware of 
their final nomination by SCOMSA. 
This way SCOMSA could be 
cognizant of any pertinent material 
that the Dean had on the student, 
and no one would be embarrassed if 
he were found not suitable for the 
position at that time. 
In the one case of concern last 
year, the representative was accepted 
initially by the Dean and was later 
considered by the individual faculty 
members of that committee to be 
in=•~bie with the b.st intBrests 
of the functioning of the committee. 
To answer this type of problem, 
SCOMSA has also agreed to discuss 
the selection of representatives not 
only with the Dean , but also with the 
chairmen of the individual 
committees. 
STUDENTS BELONG TO BUMC 
Continued on Pata 4 
DR. FRIEDMAN : 
PRIVATE FUNDING ESSENTIAL 
exploration, the opening up of the 
medical school to the students and 
faculty of the Main Campus. For if 
medical centers are to take a more 
constructive involvement in the 
community, it will require many 
skills not presently found within the 
medical center. 
Conversely, the Medical Center 
wi II have the opportunity to 
contribute to the training of 
graduates and undergraduates of 
other schools in the university. Said 
the Dean, "Medical schools have been 
so preoccupied with educating 
physicians, that they have, to a great 
extent, ignored their responsibility to 
participate in the training of students 
preparing for one of the other health 
professions, and of students whose 
education, while not directed 
towards a health field, would be 
significantly enriched by exposure to 
the medical world." 
-~ 
EDITORIALS 
THE PHYSICIAN AND 
NATIONAL HEALTH INSURANCE 
National Health Insurance is 
coming, in one form or another, to 
American society. Social sensitivity 
to the inequality of health care cries 
out for an answer. The terrible crises 
in family economics brought on by 
chronic illness cries out for an answer 
to the problem. Where do we find 
today's physician and medical 
student? Puzzled and groping for a 
way to react individually to these 
ominous problems. The insidious fact 
is that National Health Insurance will 
arrive "in one form or another." The 
implications of external control are 
on all physicians' minds. Why have 
doctors and their professional guild, 
the American Medical Association, 
not been in the forefront of designing 
new ways of delivering health care? 
Why does the most traditionally 
"altruistic" of professions suffer 
presently from a tarnished image of 
econom;c advancement and poor 
health deliver? 
The answer I ies perhaps in a 
rapidly changing set of social values. 
and in a philosophical mis-education 
of today's physicians and medical 
students. Today, in 1971. it is no 
longer a disgrace to think of health 
care as a social "right". instead of a 
social luxury. Since World War 11 
government has become more and 
more involved in the stimulation of 
interest in health care systems. 
Today's health care system is a huge 
industry, known worldwide for its 
foremost position in aspects of 
research, and its ironically poor 
delivery of health care . We in the 
profession of medicine anxiously ask 
ourselves: Must this seeming need to 
"clean house" necessitate the 
creation of another federal 
bureaucracy, with the professional 
freedoms being compromised? 
Finally, there is the nightmarish 
possibility that even then no real 
progress will be made. 
Within the philosophical training 
of the medical student we find an 
answer to the present atmosphere of 
practicing physicians in relating to 
the present health crisis. A 
philosophic weakness lies in the 
individual's lack of a wholistic view 
of his health care system. It is a 
weakness of the past existing, we 
fear, in the present. It manifes15 itself 
in individuals setting up practice in 
communities with little thought as to 
"how I can help increase the 
cooperation among physicians to 
organize comprehensive health care 
on the local level." We all know 
physicians work extremely hard and 
are dedicated to their profession. Do 
they have time for "social causes?" 
We all must realize that we, as 
individuals, are social forces in the 
way we organize and deliver our 
skills. 
It is therefore easy to understand 
that a discussion of National Health 
Insurance is vastly important subject 
that requires increasing dialogue 
among members of our health 
"family" and government. The word 
"appropriate" seems insufficient in 
describing physicians' participation in 
leading the formulation of a National 
Health Insurance program. 
MR. KLEIN TAKE NOTICE 
During the second and third 
weeks of October. notices from Plant 
Superintendent, Herbert Klein, were 
posted around the Medical Center. 
informing all that the vacant lot at 
East Newton and Albany Streets 
could no longer be used as a parking 
facility . The three hundred cars that 
daily jammed the "dirt lot" must 
now make way for the construction 
of the Mental Health Center. 
We thank Mr. Klein for his 
informative notices. However, we 
take great exception to his mode of 
salutation within those letters: 
"s;reelaader& take notice!" 
The Chiasma editorial staff is not 
alone in this feeling of resentment. 
Several students and employees of 
the Medical Center have approached 
us with similar sentiments. 
It is agreed by most people that 
the denotation of "freeloader" to 
those who utilize the lot. is indeed 
correct. /Webster defines the word as 
an individual taking advantage of 
another's property, without 
indebtedness). However. the word's 
connotation is highly inappropriate . 
As members of the Boston 
University Medical Center. the three 
hundred who daily braved potholes, 
mud, and rocks deserve better. 
Know Thy 
Neighborhood 
lntwview of Mrs. Chari• Dallis 
By Jane Siegal BUSM II 
Have you ever taken a good took 
at our neighborhood and wondered 
who the people are who have in this 
community long before any of us 
ever heard of the South End, and 
wondered what sort of co-existence 
they have with the growing Medical 
Center? In a recent visit with Mrs. 
Davis of 97 E . Brookline Street, I had 
just a glimpse of the pride and 
concern of the permanent residents 
for the maintenance of this 
neighborhood. For several years Mrs. 
Davis, a most spirited woman, has 
been representing the East Brookline 
St. neighborhood in dealings with the 
Boston Redevelopment Authority 
and also with BUMC, concerning the 
acquisition of various buildings on 
East Brookline St. 
About two and a half years ago 
Boston University purchased four 
buildings with the condition that 
their residents be allowed to remain 
for at least ten years . In light of past 
actions of the BRA, the building 
owners presumed that, if they did 
not sell to BU. the BRA would 
intervene . Therefore they did agree 
to the sale of the apartment houses. 
Dealings were accepted as fair until 
three months later, when the 
residents were asked to move. Since 
that ttme, these buildings have been 
boarded up. 
Most recently, it has been agreed 
to raze two of these buildings and to 
renovate the remaining two which 
the Medical Center agrees not to 
utilize for at least ten years. 
Althou111 these terms are different 
from those of the initial transactions, 
Mrs. Davis and her neighbors are 
agreeable, as tong as the remaining 
buildings are renovated as soon as 
possible so as not to allow the street 
to degenerate and attract crime, 
intrinsic to deserted houses. Thus. 
Mrs. Davis' present goal is not so 
much to prevent BU from meking 
less housing available to South End 
residents, but rather to see that her 
neighborhood ls kept clean and safe 
by allowing all standing buildings to 
be inhbited, whether it be by 
residenu affiliated with the Medical 
Center or not. 
Ideas have been presented to 
convert the renovated buildi~gs to 
medical student residences or a drug 
rehabilitation center. The residents of 
E. Brookline St . are apprehensive 
about the creation of a drug 
rehabilitation center, because they 
fear the sub&eouent change it might 
cause in the neighborhood. 
At the time of rrrv visit in Mrs. 
Davis' home she was awaiting the 
decision of the University Hospital 
trustees concerning immediate 
renovat ion of the two buildings. 
Although renovation has been agreed 
upon, there seems to be some 
hesitation and ambiguity about the 
exact time at which these 
proceedings will begin. This is an 
extremPly frustrating situation, for 
the maintenance of pleasant 
conditions in the area immediately 
surrounding the Medical Center is 
beneficial to all parties involved. It 
seems that the trustees often inquire 
as to what "the people's " reaction is 
to their decisions. Mrs. Davis makes it 
clear that "the people" want to 
pre5erve the safety of the 
community. Why the delay? 
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NATIONAL HEALTH INSURANCE--PANACEA OR PLAGUE 
National Health Services--
A Personal View 
By Gerald Haas, M.O. 
Ed. note : Dr . Haas is 
physician.;n-chief of the South End 
Community Health Centar and 
Associate Prof-or of Pediatrics at 
National Health Service. His 
experiences with both the British and 
American Health Services were 
obtained from work in referral 
hospitals as well as in the 
community. 
The British National Health 
Service has been in operation since 
1948 and has since gained general 
acceptance by the majority of 
consumers and providers of health 
care in that country. The basis of the 
N.H.S. was in providing every person 
in Britain with their own general 
practitioner who took care of the 
whole family. All care was paid for 
by the State and the G .P. received an 
annual fee for each patient in his 
practice irrespective of the number of 
times that patient was seen or what 
service was given . The G.P. was 
generally exduded from hospital 
practice by not having admission 
privileges. Instead he was required to 
refer patients to a hospital consultant 
or specialists if it were needed. The 
hospital consultant and his house 
staff made the determinations about 
admission. case management, and 
follow-up. Ultimately the patient was 
referred back to his G.P. 
This two-tiered system of 
medicine turned out to be a mixed 
blessing. The G.P. provided 
day-to-day care for his patient 
including house calls, daytime and 
evening hours, and 24-hour, 
year-round coverage. Remuneration 
was low by U.S. standards and one of 
the biggest criticisms voiced by 
British G.P.'s was that the quality 
and quantity of their work was not 
reflected in their pay. The number of 
patients allowed to each G .P. was 
held down to a maximum of 3500 
and this was the determining factor 
of his salary. 
The lack of status in not being a 
specialist and exclusion from 
hospitals sometimes reflected in the 
G.P. 's becoming passive-aggressive 
and referring all their patients to 
hospitals rather than improving their 
skills to take care of more problems 
themselves. The lack of stimulus to 
keep up with medical advances 
together with mountains of '?aper 
work which the system inflicted "" 
the G.P. rilther thiln on the hospital 
consultant, plu~ the sense of isolation 
from hospitals combined to give 
some G .P .'s the feeling of being 
trapped . 
On the more positive sid<; many 
G.P.'s practiced excellent medicine 
and in fortunate situations became 
attached to hospital specialty 
department\ particularly if they had 
had previous specialty training before 
going into practice. The 
establishment of the College of 
General Practice in the 1960's and 
the creation of university 
departments of general practice in 
some medical schools provided 
opportunities for further training and 
refresher courses which improved the 
situation. Extra credit and pay were 
given for further postgraduate 
training and many interested and 
self-motivated G .P .s took advantage 
of these opportunities. From the 
patients' point of view the N.H.S . 
had considerable advantages over 
their previous medical care. It is safe 
to say that after World War II the 
political climate in - Britain was ripe 
for a National Health Service and 
that th is was supported by the 
majority of the consumers. The 
medical profession was not quite as 
enthusiastic and the British Medical 
Association initially fought against 
the establishment of the NHS but 
later supported it. Free universal 
medical care became an accepted 
human right and although the total 
cost to the country has risen 
geometrically from the original 
estimates the philosophical 
Justification of this principle has 
never subsequently been in question . 
Early "abuses" of the NHS 
inevitably occurred ranging from 
many family members eagerly 
rushing to get free dentures, 
spectacles. wigs, walking sticks, to 
seeking medical care for trivial 
reasons. A clas$ical story heard in the 
early 1960's was of a G.P. asked in 
the middle of the night to write a 
prescription for the Pill for a patient 
who lost her Dial-pack and wanted to 
prevent conception that particular 
night. These problems were managed 
in various ways--wme by charging 
small amounts for false teeth and 
glasses and a small prescription 
charge for medications . Regional 
Boards of the NHS investigated 
abuses by patients and also 
complaints about doctors often 
showing a bias towards patients. 
Hospital doctors in Britain 
regard themselves as the chosen few 
of the medical profession. A very 
long and often pyramidal training 
system resulted in a high drop-out 
rate of aspiring specialists. Hospital 
consultants generally had a ten year 
period of post-9raduate training with 
competitive examinations before 
their permanent appointments Each 
hospital consultant had a team of 
house officers who were together 
responsible for patient care in the 
wards and in the outpatient 
department. Continuity was usually 
excellent because of the stability of 
the senior physicians who had life 
tenure (i.e. until age 65). But the 
continuity tended to be oriented 
towards the hospital rather than with 
the G .P. in the community . 
senior staff was 9enera11Y sketchY or 
non-ilx is tent. 
City hospitals were 9enera11Y 
regarded as good training · grounds 
because they supplied arnple 
"teaching material" and house 
officers could learn by eXPerience if 
not by examPle. eare by rotating 
house staff with fe'l'I Permanent 
senior staff members Prevented 
continuity of care by the Physician 
and there was a Qeneral IY held feetin9 
by many patients that city hospitals 
should on IY be used in cases of dire 
need. 
General practitioners ha11e played 
a rapidly decreasing role in Providing 
health care in the CitY of Boston. 
Over the fast 20 year~ they have 
either moved out of thB inner ciW or 
have retired and have not been 
succeeded bY Younger Physicians. 
With an absence of 00rnrnunity-oased 
medical resources the ertiergenCV 
floor at the City Hospital took the 
place of the family doctor and tried 
to cope with major erf18r9encies at 
the same tirne as rtiinor problems on 
a 24-hour basis. The j1.inior house 
officers did the best theY coutd but 
were too overtaxed to take care of 
routine and preventive care. Tt,ere 
was no question in any rnind that the 
British NHS was functioning more 
Criticisms of this hospital system e f f e c t i II e I y a n d more 
by G.P .s have been many and the comprehensively on t:>ehalf of pear 
feeling of isolation is very real. The patients than was the non-system in 
length of training before permanent Boston in 1961 . 
appointment often led to severe Five years later l','1ed!care and 
frustration in the younger physicians Medicaid programs carflEl into t,ein9 
who reacted by emigrating in , which purported to make private 
alarming numbers to North America. c medical services available to po0r 
The low salaries during the ten.year people--Medicare for the over 65 age 
training period compared badly with group and Medicaid for those under 
the G.P .'s salary and this often had to 21. Left out were adults aged 21-65 
be supplemented by moonlighting. years and this has represented a 
Serious financial shortages strained major defect in national health care, 
hospital resources. There were often Families with dePendent children on 
year.Jong waiting lists for non-urgent Welfare also received rnedicat care 
hospital admissions and many paid by Medicaid . 
outpatient departments were These federal/state funded 
overcrowded. Despite all this, Britain programs were in effect Qiving a 
had a system which included check for health care to the pear 
universitY and peripheral hospitals patient. The patient c;0uld use the 
working together with regional private physicians or private hospital 
planning boards and staffed by of his choice, virtually for the first 
competent and well-trained medical time. Patient attendance at the CitY 
staff available to give care to the H ospi tat diminished and th8Y 
population. The service was generally attended elsewhere for routine and 
more than adequate and certainly preventive care and for dental care 
available to all. often for the first time as Welt as for 
If all these facts about the NHS 
are true, how can one explain the 
increasing demand for p6vate care by 
the more affluent section of the 
British public? Every year more 
people Join private health insurance 
plans which operate outside the NHS. 
One explanation is that in our society 
paying to go first class gives a certain 
inclusiveness and provides amenities 
such as a private room and no waiting 
list for admission. Another possibility 
is that the NHS provides excellent 
care for serious illness but with lower 
priority problems the consumer can 
only obtain the same quality of care 
by paying for it. Both of these 
explanations go against the 
egalitarian philosophy of the NHS 
and may be seen as a potential threat 
to the whole structure of the NHS. 
How does thl! British National 
Health Service System compare with 
the system I encountered in Boston 
in 1961-62? It appeared that if a 
patient were able to afford private 
care or have an unusually fascinating 
disease he could receive his care from 
his own doctor in a private or 
university hospital. Most other 
patients attended the City Hospital 
where they generally received 
adequate medical care although 
amenities were usually absent. 
Outpatient departments were much 
more crowded than was ever seen in 
Britain and supervision of care by 
CHIASMA is the off ic ial 
student-operated newspaper of 
Boston University School of 
Medicine conceived to facilitate 
communication between students, 
faculty. alumni, and administration . 
Contributions from members of the 
medical community are welcome, but 
must be signed. Articles should be 
submitted in double-spaced, 
typewritten form. 
Current Staff : Rebecca 
Backenroth, Lynn Curtis, Diana 
private care for their ills, 
Concomitant With these _Programs 
federal funding became avallabte for 
the estaulish1t1ent or neighb<.irhood 
liealth centers in designated PoverW 
areas and health care wiis brought to 
where people liVed in urban areas 
with varying degrees of impact and 
success. 
All these measures 1'1'1ust be 
regarded as advances in that at 1east 
some people had availability and 
choice of health care where th8Y 
previously had Very tittle of either· 
Unfortunately rl'laior flaws in thB 
programs prevented the consumers 
from receiving alt they thOUQht theY 
were promised. JUst as in Britain the 
costs of health care pr09farns vvere 
seriously underestimated and there 
were times when the state 11\/;is manY 
months behind in p.YO'lent for 
services rendered. l"hese delay5 were 
particularly long in the case of 
payment to hospitals and 
pharmacists. In addition fees ottered 
for routine medical services were 
much lower than those 9enera11Y 
charged by private phYsi~ians and 
this eventuallY led to disCnrtiination 
against rnedicaid patients in thllt 
some physicians \/\/ere reluctant to see 
more than a sma11 percentage of 
medicaid patients in their Practices. 
ConverselY. several doctors in the 
city saw large numbers of l'l'ledicaid 
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D:x : Health Care Crisis 
Rx : Federal Aid 
lnteniew of David French, M.D. 
St' Dao Dress BUSM II 
According to Dr. David French, 
community Medicine Department 
Chairman. the current clamor for a 
national health insurance program 
has been stimulated with the 
c1evel0Pment of a consensus by the 
public, that the right to good health 
care is a right of citizenship. And 
since the current system is unable to 
entirely guarantee this right, 
government has an obligation to step 
in. Dr. French feels that government 
intervention is in response to a failure 
by the medical leadership to take the 
initiative. But, he adds, "there is 
sorne serious doubt in my mind 
whether the deliverers of medical 
care do have the capability of ~etting 
poticY for this country for the proper 
delivery of health care ." 
l','1any feel that. with the 
institution of a national health plan, 
there woutd be an enormous increase 
in demand for health care, with its 
universal availability and emphasis on 
preventive medicine. Dr. French 
betie11es this expected crunch can be 
met in two ways, both of which are 
included in the Kennedy.Griffiths 
Health Security Act and in the Nixon 
bill, First of all, organization is a 
critical factor in improving the 
efficiency of health care delivery. 
Both the Administration and 
Kennedy encourage the 
establishment of pre-paid, contract 
grouP Practices···what Nixon has 
dubbed Health Maintenance 
organizations ( HMO). 
,he secon d factor is the 
importance of government 
supporting the development of allied 
health Professionals, Who may 
assurne some of the physician 's 
present responsibilities. 
,he Health Security Act and 
Nixon's bill exhibit other points of 
si mi I ari ty. For example, both 
emphasize increasing the number of 
doctors, and extending health 
insurance coverage to outpatient 
services. 
But there are areas of major 
differences between the two 
proposals. Under the 
Kennedy-Griffiths bill, the Federal 
government would pay for all the 
costs of services covered, for all 
Americans. Half the money would be 
paid from general Federal revenues 
and half from employer and 
employee payroll taxes. 
In contrast, the Nixon plan relies 
upon expansion of the exi5ting 
private insurance c0verage, with 
government regulation. E mp foyers 
would contribute most of the 
premium c0sts for their workers. 
Patients would pay most ordinary 
medical expenses, and get major 
protection only against the cost of a 
serious illness. The Administration 
hopes costs may be curbed through 
the natural competition among the 
insurance companies. But, Dr. French 
asserts, a part of the consumer's 
payment to the insurance company is 
for the maintenance and profit of the 
company. which expense would not 
be paid to the goVernment, under the 
Kennedy -Griffiths proposal. 
According to Dr. French, under 
the Health Security Act,doctorsrnay 
be paid in one of three ways: 
1) Physicians part of an organized 
system of care may arrange with a 
health security agencY to be paid <' 
certain amount per patient to be 
treated. 
2) Docto.rs in minimally 
populated areas may receive this· 
capitation arrangement in addition to 
a salary. 
3) FinallY, physicians may still 
remain private entrepre"eurs who 
would present their bills to the health 
security agency. But this group of 
doctors would receive the mone 
remaining, after those in the first two 
groups are paid. 
What Health 
Care Crisis? 
lnter1'i81N of H, Thomas Ballantine 
By Dan Dress BUSM II 
or, H. Thomas Ballantine, Jr., 
President of the Massachusetts 
Medical Society, disagrees with tho18 
!including Nixon and Kennedy) who 
believe we are in the midst of a great 
health care crisis. "There is a crisis in 
the rJllldicat care system, but at>out 
70% of it is a manufactured crisis," 
the neurosurgeon maintains. 
According to Dr. Ballantine, mo,. 
people ha11e a greater opportunity to 
receive better health care in this 
count IV than people have ever had in 
the history of the United States, or in 
comparison with any other countrY 
in the World, today. Charges, put 
forth by advocates of selll!ral health 
insurance prop0sals, tha, the I.JS 
medical care system lags behind that 
of other industrial countries, Or. 
Bal tan tine maintains, are unfounded. 
For example. it is often mentioned 
that our infant mortality rate exceeds 
that of many industrial countries. But, 
if the Populations of the Western 
European countries are combined to 
Obtain a Population base, equivalent 
to ours, then the infant mortality 
rates are comparable. 
At the same ti me, however, the 
neurosurgeon concurs there are 
defects in our present medical care 
systerT'I· Costs, for example, are not 
VVell enough controlled, so that the 
health care dollar does not provide as 
much in the waY of medical services 
as it n,igh t. Dr. Ballantine sees aS a 
Promising avenue for rectifying this 
shortcoming, the more extensive use 
of foundations for medical care . 
These are local organizations 
Utilizing sophisticated computer 
techniques to carry out stringent 
reviews of utilization of existing 
ProfesSionat skills and services, and of 
needs for hospitalization. 
DR. BALLANTINE: 
.. ONLY A PLURALISTIC APPROACH" 
Another defect in the Present 
medical care system is the 
maldistribution of physicians, with 
doctors tending to congregate in the 
urban and suburban areas , A method 
of approaching this problem, which 
Dr . Ballantine enthusiastically 
supports, is to substitute for military 
duty, optional government service in 
physician-poor areas. 
,he Medical Society President 
does not fully support anY one of the 
national health insurance proposals, 
currently before Congress. 
In his opinion, a desir11ble medical 
care system, from the standpoint of 
the patient, and therefore, a desirable 
NHI proposal should embody the 
following ideafs: 
First, by and large, the best 
medical care is derived When a 
Federal Funds And State Control 
DR. FRECHETTE: 
DENCENTRALIZEO CONSUMER.ORIENTED HEALTH INSURANCE 
lnten,iew of Alfred Frechette, M.O. 
By R05ie Sokas BUSM II 
State Commissioner of Public 
Heal th, Dr . A If red Frechette 
presented several criticisms of current 
proposals for National Health 
Insurance and advised on the state's 
role in correcting these deficiencies. 
One prerequisite for any form of 
National Health Insurance that would 
avoid the spiraling costs created by 
Medicare and Medicaid is a 
mechanism for cost control and 
resource planning. An integral part of 
such planning would be quality 
controlsetting conditions of 
participation, regulation , as well as 
monitoring and enforcing them. The 
resource planning would avoid 
duplication of services and encourage 
the establishment of needed ones 
w1tfi n an area. (Alf of the,e 
functions are currently performed, to 
varying extents, by the State Public 
Health Department's Division of 
Medical Health Care) . These fairly 
obvious mechanisms are being 
neglected by most current proposals. 
Dr . Frechette criticized the Health 
Maintenance Organizations (currently 
being pushed as auxiliaries to the 
Nixon plan) on the basis that prepaid 
health plans designed to keep people 
healthy are in thf'mselves a step in 
the right direction but that this 
particular model provides for cost 
control without quality control. This 
situation is obviously set up for 
comer-cutting at the patients' 
expense . 
In addition, Dr . Frechette 
emphasized the need for any health 
insurance program to be administered 
in a decentralized, consumer-oriented 
way. Integrating these suggestions, he 
outlined the following plan: 
A Massachusetts Health Insurance 
Corp oration be established to 
develop and administer a statewide 
health care delivery system. 
Eight Regional Health Resource 
Corporations would be established 
( based on the regions already 
assigned for Massachusetts by 
Administration and Finance) to 
decentralize this planning and 
administration. These corporations 
WOUid: 
1. Operate government hospitals 
in the region 
2. Contract with all voluntary and 
private heal th institutions for 
purchase of health care 
3. Contract with providers of 
health services (physicians, dentists, 
etc.) for personal care outside of 
institutions. 
The principles behind these 
regional corporations ,vould b< 
''strong consumer involvement", 
emphasis on comprehensive care 
(including elimating the split between 
physical and mental health care) and 
coord ination of existing 
governmental and private health 
facilities so that they complement 
each other. 
The funding mechanism would be 
panly local tax money but mostly a 
social security-like tax on employers' 
and employees' that would provide a 
compulsory health insurance. While 
Dr. Frechette would not endorse any 
of the current proposals at this 
interview. he did say that the 
Kennedy bill came closest to 
incorporating the principles outlined 
for National Health Insurance by the 
American Sooc1ation of State Health 
Commissioners. Throughout his 
proposal , Dr. Frechette repeatedly 
emphasized his wish that private 
health insurance be permitted as a 
supplement to compulsory health 
insurance , and that private, 
fee-for-service medical practice would 
continue. Dr. Freschette's plan relies 
upon the private (although 
non-p rofit) sector. The Health 
Insurance Corporation would be 
nonprofit and private along the lines 
of the Port Authority. Public 
accountability would be maintained 
by strong consumer representation. 
In the opinion of this repor~r. 
the issues of quality, cost control and 
strong consumer.based, decentralized 
administration of any National 
H ea Ith Insurance are extremely 
important ones. It should be 
understood, however, that the 
phrase, "consumer involvement", is 
not something that the present health 
department is capable of effectively 
instituting. At best, a well-meaning 
public health staff is prevented from 
actively inviting meaningful 
community participation by strong 
professional lobbies (most noticeably 
the Massachusetts Medical Society) 
which is capable of impeding 
whatever they chose to impede. To 
avoid such difficulties after a lot of 
work has professions (mostly 
physicians) are invited in at the 
.... ............ °""' ...... _ 
i,-oups become l1r'On9 enouflh 1V riwl 
currently powerful organizations 
(which might require dlantB in the 
wlue placed by society on money 
and prestige, or their redistribution) 
will "consumer involvement" become 
a real possiblity. As we have seen on 
a small scale here at BUSM in a 
variety of educational essues. the 
ability of the person being affected 
to influence the decision-mak•ng in 
any situation is a prerequisite for 
dignity and justice. 
patient has the freedom and 
purchasing power to choose his 
doctor. the physician freely accepts 
the patient, and the patient is able to 
identify that doctor as responsible 
for whatever happens during his 
course of illness. 
End Profits--
Promote Health 
Second, both patient and 
physician must recognize the fact 
that the patient is making a financial 
contribution to the doctor . "Free 
medical care simply won't work; 
there must be a co-insurance 
principle that goes with it. They 
found this out in Great Britain, 
where they are being overwhelmed 
with demands for care; they have 
found this out in the 
Kaiser.Permenente system." 
A third element to be 
encompassed in a good medical care 
system involves professional services 
review, i.e. review of justification for 
utilizing an existing skill and review 
of the quality of services rendered. It 
is the role of the medical profession 
to perform the peer review; it is the 
role of government simply to 
monitor the findings of that review. 
"This system should be as free of 
bureaucratic interference as possible, 
because this is one of the things that 
is wrecking the health care delivery 
system in Sweden, Norway, and 1n 
Oenmark--the number of forms you 
have to sign, and the number of 
bureaucratic decisions being made by 
non-deliverers of medical care." 
In Or . Ballantine's opinion, the 
AMA insurance Proposal (Medicredit) 
does embody the above stated ideals 
although he does not believe it goes 
far enough in con troll in~ quality. 
cost, and availability. Of the 
proposals now before Congress, 
however. Medi credit comes closest to 
By Peter M111on BUSM II 
The following is testimony given 
by Peter Mason , BUSM II. at the 
National Public Radio Health 
Insurance Hearing in Boston on Sept . 
10, 1971 at Faneuil Hall. 
As a student entering one of the 
helping professions I am here to 
express mY concerns about the health 
system and its lack of concern for 
health. While the majority of people 
working in health have a genuine 
desire to promote and maintain 
health, their original motivation is 
subjugated and perverted by the 
orientation of the system as a whole. 
As iJ'ldividuals they have no more 
control or influence than the average 
consumer . 
There is no time to go into a 
thorough analysis of the various 
forces which do interact to control 
meeting his ideas of what a good 
medical care delivery system should 
be . The AMA, with its proposal, 
seeks, first. to get health care to the 
people who cannot afford it, and, 
later, to build upon this basis. 
"The thing that I am afraid of," 
states Dr. Ballantine, "is that (out of 
this) manufactured crisis setting ... will 
come a structured, moulded one way 
of delhiering health services, which 
will be wrong. And what the AMA 
believes, and what the Mass. Medical 
societv believes, and what I believe i• 
and direct the health scene-the 
medical school empires, the hospitals, 
the insurance companies, the unions, 
the supply industry. etc.-but I'd like 
to discuss a few characteristics of the 
system as I see it. 
First, it's in vogue these days to 
say that we have a non-system of 
health. that health is a cottage 
industry which has a special 
economics all its own and which 
must be reorganized and rationalized 
to make it work for all . That 'a what 
national health insuran ce is all about. 
Some of this is true. Doctors do 
tell patients what drugs to buy, what 
services to get, and who to see. The 
consumer really can't shop around 
for health and the producer really 
controls the demand. But, in reality. 
we do have a heal th system in th is 
ENO PROFITS 
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that there is no one way o deliver 
medical care, so far as the treatment 
of spans of illness is concerned . The 
essential ingredients in systems for 
delivering optimum medical care are : 
quality, acceptability, availability, 
cost control, and organiiation. Only 
a pl u rat istic approach to the 
provision of medical care can hope to 
satisfy the legitimate needs and 
desires of two hundred million 
citizens." 
Page 4, CHIASMA, November 1971 
National Health 
Services--
A Personal View 
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patients and thus were able to make a 
financial success out of the program. 
Because eligibility for Medicaid 
depended on income level, some 
patients were unwill ing to disclose 
the ir true income or were not 
incl ined to go to work and remained 
welfare because all the ir medical 
costs were covered . 
The Commonwealth of 
Massachusetts, generous in 
comparison with many other states, 
became very concerned by these 
spiral ing costs and the Welfare 
Department, which administered the 
program, came under criticism for 
abuses of the system. For the more 
affluent patient in the U.S . med ical 
insurance was by no means 
comprehensive . Cover was usually 
only for injuries, emergencies, and 
hospitalizations. General, routine and 
preventive care had to be paid for in 
the usual private way and often 
became a financial burden in the face 
of chronic illness . 
Although prepaid health insurance 
plans have been in existence for over 
20 years in parts of the U.S ., Boston 
has on ly recently (1969) had a p lan 
which is restri cted ma inly to middle 
class patients who share the premium 
costs with their employers. The 
start~p costs of a program li ke th is 
are considerable and only time will 
tell if it is financially viable as well as 
being able to deliver quality care 
albeit to only a small segment of the 
population in need. 
I n s u mmarv, what has 
happened in the city of Boston 
during the last five years is probably 
representative of other cities in this 
country. It h• been a piecemeal, 
disorganized and only partially 
effectiw change in he deliwrv of 
health care to the poor, The more 
affluent have been better able to fend 
for themselves in the sellers market 
of medical care . 
The working philosophy of the 
British NHS dictated a sharing of 
health resources so that the whole 
population was able to at least have 
an acceptable minimal standard of 
care . After two decades of experience 
it appears that improvements in the 
British NHS depend on how high 
health ranks in the list of national 
priorities and how far the more 
affluent consumers will go to set up 
competing private health care 
programs which, if successful, will 
ultimately erode the concept of the 
national program. 
How can we develop health care 
services to be comprehensive in scope 
and available to all in need in the 
United States? How can this be done 
without creating a monster 
bureaucracy which will strangle itself 
with its own creations? How can we 
be sure that the health care that 
eventually is receiwd at the 
patient<loctor level is going t o be 
adequate? How are we going to profit 
by the successes and fa il ures of 
national healt h services in other 
countries? How is public acceptance 
going to overcome its long standing 
and often well-earned suspicion of 
federal and state programs? How is 
the medical profession, long known 
for its resistance to being organized 
from without, going to cooperate 
with government? 
Without too much cymc11m, one 
can say that any national health 
program in the United States is going 
to have a stormy birth nd will very 
likely have a highly traumatic infancy 
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In addition , we believe that if a 
faculty member were included on the 
student committee on committees, 
an appreciation of faculty concern as 
-11 as student responsibility would 
be gained. Such cooperation would 
provide further input about nominees 
in .-eas of which one's peers may not 
have any knowledge . We would hope 
that in mutual trust a student 
representative may be placed on the 
facu lty committee on committees. 
Furthermore, a method of 
remova l of any SCOMSA 
representative to a faculty committee 
is provided i n the SCOMSA 
constitut ion , if the individual 
committees would report this official 
disapproval to the general body of 
SCOMSA. We do not foresee any 
problem in working with th is 
amended method of selection to an 
already excellent trad it ion of fine 
student representation . 
Dr. Pelikan's committee (wh ich 
wi ll recommend to the Executive 
Comm:ttee and the Genreal Faculty) 
brings the proposal forward : that the 
student committee on committees 
send to the faculty committee on 
committees "names of at leas t two 
nominees in good academic stand ing 
for each posit ion ava ilable ." From 
these names, the facu lty committee 
on committees will select the one 
candidate it wishes. Thus, the 
committee on committees has the 
power to veto or blackball any 
student it does not wish on any 
comm ittee without stating any 
reason for his rejection. 
The ad hoc committee chaired by 
Dr. Pelikan professes tha t the 
mod ified selection meth od just 
descr ibed is not in the best in terests 
of students and faculty. SCOMSA 
feels that, despite a ll the past 
compromises and assurances of good 
student rep resentation , the ad hoc 
committee is skeptical of students as 
th e best j u dge of stude nt 
representation to med ical school 
committees. SCOMSA unanimously 
disapprows of the proposal that a 
slate be submitted to the facu lty 
committee on committees for final 
faculty selection of student 
representation. We continue to 
believe now, as we did when the 
Dean proposed this amendment . 
earlier this year, that whatever 
selection power we have left would 
be nullified by acceptance of the 
proposal. 
Finally, I would like to cite 
another proposal of the ad hoc 
committee : 
"The Ad Hoc Committee 
recommends the following resolution 
to the Executive Committee and 
General Faculty---
"The Faculty of BUSM wishes to 
encourage participation of students 
in Medical School affairs. Hence, the 
Faculty supports the formation of a 
s in gle s tudent organizatio n, to 
represent student interests and to 
fac ilitate participation of students in 
the development and execution of 
BUSM policy --·-" 
if, indeed , th is is the aim and 
ultimate goal of the faculty , " to 
encourage part icipation by st udents"; 
it must give those responsibili t ies, as 
well as privi leges, necessary to work 
effectively " in the development and 
execution of BUSM pol icy ," 
We are now near the point of 
ratification of o ur constitution by 
the general student body . The 
proposed changes to the by -laws shall 
soon be put before a vo te of the 
Execut ive Committee of the Fac ulty 
and the General Faculty. It is our 
hope that the reasons fo r d ifferences 
of opinion in the past have been out 
of insufficient knowledge of t he 
workings of SCOMSA . It is the aim 
of th is arti cle to dispel o nce and for 
all the lack of such knowledge so that 
the general faculty as well as the 
general student body can work 
together with confidence and trust. 
The students ask for support fro m 
the genera l faculty in contin uing a 
r ep re~er,tative body of student 
government at BUSM. We feel that it 
is in the best interest of the Boston 
University Medical Center. 
View Of The Private Practitioner 
By Robert Alexander BUSM 11 and 
Lynn Curtis BUSM II 
In an effort to determine the 
mood of the private practitioner 
regarding the inception of a major 
health insurance plan, Chiasma 
interviewed three phys ic ians 
practicing in the suburb of Arlington. 
The remarks of the doctors are 
presented not as a consensus of 
opinion, but rather as an overview of 
how some private practitio ners relate 
to national hea lth ins urance 
programs. The physicians interviewed 
were Doctors Robert Carey , a 
cardiologist; Burt Pearlmutter, an 
internist; and Paul Barsam, an 
ophthalmologist. All are currently or 
hav11 been associated with the Boston 
University Medical Center. 
None of the physicians feel that a 
"health care crisis" exists at the 
present time . They tend to minimize 
the nature of the status quo as a 
defect or problem that can be solved , 
but could eventually evolve into a 
crisis . The major problem was seen as 
rising hospital costs, and not 
physician fees . The cost deficits are 
most prominent in the area of 
chronic health care . The group 
agrees that current methods of 
payment are adequate for acute 
coverage . They further state that the 
proposed national programs do not 
contain adequate provisions for 
chronic care costs . 
With the strong likelihood of 
passage of a new health bill, the 
physicians were queried as to the ir 
t ho ughts o n the presence of 
government in medicine. It was felt 
that strict government intervention in 
the ,practice of medicine implies a 
"threat" to the physician . Dr. Carey 
feels that a radical (Kennedy bill) 
health insurance plan might 
precipitate change to such a degree, 
that the professional doctor-patient 
interactions would be crushed in the 
transition. Dr. Banam believes that 
the delicate balance of practice might 
be upset by an overzealous attitude 
on the part of a governmental 
agency. He fears that unless properly 
motivated and controlled, 
government could enforce a real rule 
over the practice of medicine. Dr. 
Pearlmutter feels that unnecessary 
control would only compromise both 
END PROFITS 
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country : one which is highly 
organized around priorities of power, 
profit, teaching and research, rather 
than promoting health . 
Furthermore, this system is 
enefficient. For years we have known 
that preventative medicine saves 
money end misery through catching 
and preventing health problems 
before they become comples and 
costly. Yet we continue with our 
band-aid approach to medical care, 
and most problems are treated as 
acute crises. We are more concerned 
with spectabular heart transplants-a 
moon-shot approach which will 
benefit very few people-while 
thousands of children are daily being 
damaged and killed by tota lly 
preventable d iseases like lead 
poisoning . Attempts to reorganize 
this system and make it more 
eff ici e nt, li feReg ional Medical 
Planning, are doomed to failure 
because they run afoul of the true 
priori ties of the system. 
That the system is inadequate and 
inequitable I don't have to tell 
anyone here . Few people in this 
country really get adequate heal t h 
care ; and the annoyance which 
suburbanites feel with regard to the 
cessation of home visits is noth ing 
compared to the anger of inner ci ty 
d wellers who have no medical 
resources avai lable to them except 
the city hospi tal emergency rooms. 
Why have we come to this state of 
affairs? Because the consumers have 
been left out. Basically they lack the 
money and the power to ma ke their 
influence felt . And since their 
interests are not in profit , teaching or 
research, they are virtually ignored. 
As I stated earl ier, most health 
workers feel the sa me impotence and 
frustrat ion as t he consumers. 
What is really needed is not a new 
way of fund ing and shoring up the 
present unworkable , unresponsive 
sys tem ; but a new system, 
restructured around consumer and 
health worker control to end 
profit-making and promote health . 
physician and patient . 
Though they do not desire outside 
intervention, the group was 
unanimous in its opinion that the 
government must assume some role 
in the heal t h field, if specific problem 
areas are to be solved . They realize 
that government must move to 
c on trol the spiralling costs of 
hospitalization. The three physicians 
strongly implied that government 
financial assistance should be the 
extent of its interference in the 
practice of medicine . 
Upon further elaboration of the 
co s t c on trol p roblem, Dr . 
Pearlmutter mentioned that o ne 
possible area • of input for the 
physician is the better util iza t ion of 
existing facilities and services . New 
and impressive medical units, if not 
max i m a lly utili:Z e d, add 
substantially tO the already ns1 ng 
hospital costs. He maintains that the 
profession must monitor themselves 
by serving on peer review groups. 
These groups would visit hospitals to 
inspect records and current practices, 
thus limiting unnecessary admiss ions 
and prolonged hospitalizations. 
If a national health program is 
adopted , the doctors feel that certain 
aspects of the current system must be 
maintained . Paramount is preserving 
the autonomy of the physician . The 
doctor's status and fees should not be 
determined by the government. It is 
felt that the fee -for-service payment 
method is a necessary incentive to 
the practice of medicine and should 
not be abolished. The physicians 
further feel that provisions should be 
included in the current proposals that 
would preserve the dignity of the 
doctor -pati ent re lationship: A 
government program must mai,nta in 
the individual 's free choice of a 
physician and the assurance to the 
doctor that this is his patient and is 
responsible for the course of his 
treatment.When asked which of the 
proposed plans (Nixon, Kennedy, or 
AMA) in which they could most 
effectively work, both Ors. Carey and 
Pearl mutter favor the AMA proposal, 
while Dr. Barsam supports the Nixon 
plan. 
The Kennedy bill was seen to be 
radical in its methodology. It would 
re legate the individual physician to a 
clearinghouse role for medical care. 
Dr . Carey feels that t he preference 
clauses in this bill, that lists payment 
to the private physician as last in the 
ser ies of payment priorit ies, could 
only be detr imental to the vast 
majority of patients who must rely 
on such physicians. Dr. Barsam 
maintains that the physician has the 
right to practice in the manner in 
which he chooses. The Kennedy bill 
would deprive him of this right . 
Dr. Barsam fee ls that the Nixon 
plan would best satisfy the current 
medical needs of the nation . He 
hastens to point out, however, that a 
more specific long-term plan may be 
needed in the future . This physician 
sees the Nixon pl an as an 
evolutionary step to better medical 
care . 
D rs . Carey and Pearl mutter 
strongly favor the AMA proposal , 
coupled with provisions for more 
effective peer review and locally 
planned health services. Dr. Carey 
believes such services would offer 
many advantages to both physician 
and patient. It would provide both a 
sound basis for payment and the 
necessary manpower and technical 
skills for better health care . He 
further bel ieves that the different 
needs of each community would be 
best met by local physicians involved 
in the planning and development of 
the community health service. 
MONY 
Supports Healthcare 
The following is testimony given 
by Peter l\lllson, BUSM II, at the 
Nati o nal Publ ic Radio Health 
lns..-.,ce Hearing in Boston on Sept. 
10, 1971 at Faneuil Hall. 
The nation 's insurance companies 
have a deep concern owr the critical 
shortcomings of our Nation 's health 
care system. 
The problems include a shortage 
of health manpower, methods of 
delivery which fail to reach some 
Americans, and increased health 
costs-caused in part by inefficiencies 
in the way some services are 
provided-which create economic 
barriers to treatment. 
The need to restructure the means 
of delivery and payment for these 
health services is fully recognized by 
insurers . 
To this end, the Heal th Insurance 
Association of America appointed in 
early 1969 a task force to translate 
into ac tion the concerns and 
convictions of the private healt h 
insurance business . 
In 1970 t he task fQ1'ue submitted 
to the Association a sweeping set of 
reco mmendations fo r action which 
were approved and have the full 
endorseme n t of t he member 
companies. 
These proposals are known as the 
Program for Healthcare in the 1970's. 
They are built upon the principles 
t hat : 
-Every American sho uld have 
ac c ess to quality hea lth care, 
regardless of income. 
-The Nation needs a new health 
care system which combines the 
strengths of our present system with 
new programs, reforms and additions, 
where the present system, for one 
reason or another, does not meet the 
Nation's needs. 
.Such a new system should make 
maximum use of the private sector 
and judicious use of government 
funds. 
-The Nat ion should make 
comprehensive health insurance 
coverage available to all of its people 
at the earliest dale consistent with 
the availability of health care and to 
improve the financing of health care. 
The need to increase the supply 
and improve the distribution of 
health care manpower can be met by 
improving scholarship, !J'81lt, and 
loan programs, and by increasing 
incentives for health practitioners to 
provide ambulatory health care and 
to serve in areas of special need, such 
as in the inner cities and rural areas. 
More extensive private and public 
funding can develop aO't>ulatory 
health care services to promote 
health maintenance and reduce costly 
hospital use . Health planning to 
distribute current and future health 
resources more equitably can be 
s t rengthe n e d by g i v i ng 
c omp re hensive h ealth plann ing 
agencies greater financial support a nd 
greater authority. Escalating health 
care costs can be contained whi le 
quality is maintained through such 
t ec hn iq ues as prospect ive rate 
rei mbu rseme nt fo r institutio nal 
charges.more effective peer review of 
profess ional services, and community 
health planning. Finally , the creation 
of the Co uncil of Health Policy 
Advisers in the Executive Office of 
the President can answer the need for 
natio nal goals and priorities to 
improve health care. 
Delivery of quality health care is 
dependent upon a broadly based 
fi nancing system. This can be 
achieved most quickly by building on 
the foun dation of existing voluntary 




The students of BUSM extend 
th e ir hea rty thanks to Eddie 
McCarthy for his many favors and 
part icularly for the Halloween Party 
he arranged . 
